Background: Because national surveys of people living with psychotic disorders tend to exclude people with low English proficiency (LEP), little is known of their economic and social functioning. Culturally influenced explanatory models may result in delayed presentation and poorer functioning.
Introduction
National surveys of people living with psychotic disorders tend to exclude those from refugee and immigrant background who are not sufficiently proficient in English to participate (Jablensky et al., 2000; Morgan et al., 2011) . Consequently, relatively little is known of the economic and social functioning and recovery from psychotic illness of people with low English proficiency (LEP).
The 2010 Australian Survey of High Impact Psychosis (SHIP) excluded LEP participants . However, the cultural and linguistic diversity (CaLD) of the population in the St Vincent's Mental Health Service (SVMH) catchment area provided an opportunity to address this omission. SHIP was conducted as a follow-up of the 1997-1998 Australian National Survey of Low Prevalence Disorders (SLPD) (Jablensky et al., 2000) , and was undertaken in seven catchment areas across Australia, including the SVMH catchment in inner-urban Melbourne (Morgan, 2009; Morgan et al., 2011) . A language other than English (LOTE) was spoken at home by 28.3% of the population in the SVMH catchment, of whom 14.4% spoke English with low proficiency (Australian Bureau of Statistics, 2011a Statistics, , 2011b . Of SVMH patients, 9% preferred to speak a LOTE, which tends to entail LEP (Victorian Transcultural Mental Health, 2006) .
The present study focused on Vietnamese-Australians who comprised the largest SVMH CaLD patient group, both in terms of birthplace and preferred language. Moreover, Vietnamese-Australians comprise the second largest adult CaLD population group in the SVMH catchment area (8% of the CaLD population), and had the largest proportion who speak English with low proficiency (32% of Vietnamese-speakers; Australian Bureau of Statistics, 2011a Statistics, , 2011b .
Differential functioning due to delay in presentation
Underrepresentation of CaLD patients in mental health services (MHSs), and particularly LEP Asian patients (Kang et al., 2010; Le Meyer, Zane, Cho, & Takeuchi, 2009) , has been attributed to delayed presentation at an acute stage of a disorder, contributing to a greater likelihood of involuntary admission, and longer admissions than ethnic majority patients (Lawlor, Johnson, Cole, & Howard, 2010; McDonald & Steel, 1997; Stolk, Minas, & Klimidis, 2008) . These disparities suggest that levels of impairment and disadvantage may be as high if not higher for CaLD than ethnic majority patients (McDonald & Steel, 1997) .
Reasons advanced for delayed presentation by Asian people include the language barrier; families' commitment to continuing care of the ill relative, associated with collectivist values (Collins et al., 2002; Snowden, 2007) , and the perceived stigma and shame of mental illness (Ng, 1997; Okazaki, 2000) . Differing explanatory models of mental illness may also contribute to indirect pathways to care and presentation delays (Steel et al., 2006) . Asian families may attribute the disorder to supernatural or cosmological influences and first seek treatment from traditional healers or religious advisers (Le Meyer et al., 2009; Nguyen, 2003) . In Singapore, 25% of patients with psychosis, who were of Chinese, Malay, Indian and Other background, had first sought traditional treatments, a pathway not influenced by ethnicity (Chong, Mythily, Lum, Chan, & McGorry, 2005) . In contrast, surveys in Vietnam and Australia of common mental disorders, as diagnosed by the Composite International Diagnostic Interview (Andrews & Peters, 1998) and the Phan Vietnamese Psychiatric Scale, showed that traditional healers had been consulted by only 0.5% of Mekong Delta Vietnamese, 5.7% Australian Vietnamese and none of the Australianborn (Steel et al., 2009) . In Sydney, Australia, patients with a psychosis who were Australian-born, Vietnameseborn, Chinese-speaking or Arabic-speaking were more likely to present directly to a MHS, regardless of ethnicity, with only 5% first consulting traditional healers (Steel et al., 2006) .
Differential functioning and recovery
While treatment-seeking delays may contribute to poorer functioning in Asian patients (Chong et al., 2005) , international studies of psychotic disorders have found that patients from developing countries tend to make a better recovery (Harrison et al., 2001) , with 'significantly longer periods of unimpaired functioning' (Jablensky & Sartorius, 2008, p. 254) than those from developed countries. This has been attributed to better family and social support networks (Isaac, Chand, & Murthy, 2007) , and a lower expectation of chronicity (Jablensky & Sartorius, 2008) .
Relatively little research appears to have examined psychosis outcomes in immigrant groups, but a UK review tentatively concluded that despite a high prevalence of psychosis, Black Caribbean patients tended to experience briefer psychotic episodes (Chorlton, McKenzie, Morgan, & Doody, 2012) . Findings of better recovery in developing countries are consistent with increasing recognition in Western countries that psychosis is not necessarily a chronic disorder but that recovery is possible (Harrison et al., 2001; Jablensky & Sartorius, 2008) . Recovery may not mean a return to pre-illness functioning, but 'social recovery' can mean regaining 'economic and residential independence and low social disruption' through a focus on hope, autonomy and inter-dependency with others (Ramon, Healy, & Renouf, 2007, p. 109) .
With CaLD patients, the recovery model may need to shift its focus from the individual to include family and community networks, thereby promoting a sense of belonging and reducing the isolation that migrants can experience (Jacobson & Farah, 2012; Leamy, Bird, Le Boutillier, Williams, & Slade, 2011) . Asian American families expected to be involved in the treatment of their ill relative (Snowden, 2007) . On the other hand, a barrier to social connection and recovery can be the double stigma of having a mental illness and being a member of an ethnic minority (Leamy et al., 2011) .
Factors that have been found to be associated with recovery include employment, occupational therapy and culturally oriented group activities, which reduce social isolation and build self-esteem (Dutt & Webber, 2010; Nguyen, 2005; Schon, Denhov, & Topor, 2009 ). Spirituality and religion also can play an important role in ethnic minority patients' recovery (Kang et al., 2010; Leamy et al., 2011) .
Aims
The SHIP CaLD Extension study (SHIP-CaLD) aimed to compare factors associated with good social and economic outcomes for adult LEP Vietnamese-Australian and Australian-born English-proficient (EP) patients with psychosis, and to investigate Vietnamese-Australians' pathways to care.
Method

Participants
For the main SVMH component of SHIP, 242 patients aged 18-64 years were recruited, not including 32 LEP Vietnamese-Australian patients. Of these previously excluded patients, 40.6% (n = 13) declined to be interviewed for the current study, resulting in a participation rate of 59.4% (n = 19). These respondents comprised approximately 20% of SVMH's Vietnamese-Australian patients in 2011/2012. An age-and gender-matched subsample of 15 EP Australian-born respondents was drawn from the main SVMH SHIP sample.
Design and procedure SHIP-CaLD followed the original SHIP's 2-phase design (for SHIP methodology details see Morgan et al. (2011) ). In Phase 1, screening for psychosis took place of people who had been patients of SVMH and of non-government organizations (NGOs) supporting patients with mental illness in the 11 months preceding the March 2010 SHIP census month. Eligible Vietnamese-Australian participants in SHIP-CaLD had been screened in for SHIP participation but excluded when the clinician administering the Psychosis Screener judged their English proficiency insufficient for interview. A Vietnamese bilingual mental health professional (author N.T.) telephoned these excluded patients to invite their participation in an interview with a psychiatric registrar (author K.S.) and N.T. A Vietnamese translation of the SHIP information sheet was mailed to participants. In Phase 2, patients were interviewed, when the study was first explained and a translated consent form completed. A modified SHIP Interview Schedule and a Pathways to Care Questionnaire were administered in Vietnamese, and responses were interpreted into English by N.T. for recording by K.S. Interviews took on average 2.5 hours. The study was approved by the St Vincent's Hospital (Melbourne) Research Governance Unit Human Research Ethics Committee.
Instruments
The SHIP Psychosis Screener, adapted from the SLPD (Jablensky et al., 2000) , was used to identify respondents with a lifetime history of a psychotic disorder . Two or more screen-positive items provided a threshold for caseness . With the exception of the Diagnostic Interview for Psychosis (DIP; Castle et al., 2006) , the SHIP Interview Schedule was administered, including modules on demographics, economic and social participation and functioning, service use and future challenges (Morgan et al., 2011) . Interviewer-rated scales included the Multidimensional Scale of Independent Functioning (MSIF; Jaeger, Berns, & Czobor, 2003) , and the Personal and Social Performance Scale (PSP; Morosini, Magliano, Brambilla, Ugolini, & Pioli, 2000) .
The SHIP-CaLD Pathways to Care Questionnaire, a modified version of Steel et al.'s (2006) Pathways to Specialist Mental Health Care Questionnaire, was designed to investigate barriers and pathways to MHS. Items elicited respondents' explanatory model of illness by asking what first caused them to become unwell, with prompts about potential causes, including physical problems, environmental issues (e.g. unemployment) and supernatural reasons. Open-ended questions asked who was first approached for help (prompts included general practitioner (GP), psychologist, ethnic health worker, traditional healer).
Analyses
Analyses were conducted using Stata 12.1. Mean differences between groups were tested using t-tests. Because small sample numbers resulted in small cell numbers, differences on categorical variables were tested using two-sided Fisher's exact probability tests with the Freeman-Holton extension for 2 × 3 and 2 × 4 contingency tables (Freeman & Halton, 1951) . Tests were considered statistically significant at p < .05.
Results
Sample characteristics
As shown in Table 1 , females comprised approximately half of the respondents, who were aged in their mid-40s. Two respondents (10.5%) were second-generation Vietnamese born in Australia, with the balance born in Vietnam. All 15 members of the matched group were born in Australia. Although two Vietnamese respondents were born in Australia, for clarity and brevity, the designations of Vietnamese and Australian will be used hereafter. All 17 Vietnamese-born respondents arrived in Australia as refugees, their age on arrival ranged from 2 to 41 years and they had lived in Australia for a mean of 25 years. Marital status did not differ significantly between the two groups: only one member of each group was married. 
Education and economic circumstances
Explanatory models of illness and pathways to care
The Vietnamese patients were asked about their perceived cause of mental illness and who they first approached for care (Table 3) . Anxiety or depression was the most common reason given for becoming unwell (73.7%), followed by environmental causes such as interpersonal conflict or not having enough to do because of unemployment. Half (52.6%) attributed their disorder to supernatural causes, and 42.1% believed they were being punished for some reason. Physical illness was nominated as a cause by one-third of respondents.
Help for their mental health problem was first sought from a family member or friend by one-third of Vietnamese respondents (Table 3) . GPs were approached by one-fifth, while various mental health professionals or services were consulted by a total of 47.4%. No respondent reported first consulting a traditional healer or religious leader. Table 4 shows the MHSs and professionals encountered. Close to 90% of both groups had attended an outpatient or community MHS in the past year. Vietnamese and Australian respondents showed no significant differences in the proportion who had been admitted involuntarily or who had been on an involuntary community treatment order (CTO).
Mental health care
Most respondents groups had a case manager with a public MHS and of those, 73.7% of the Vietnamese and 58.3% of the Australians were somewhat to very satisfied with the co-ordination of care and support received from this professional. For more than three-quarters of both groups psychiatrists and other medical practitioners were the mental health professionals they saw most frequently, while allied health and other mental health professionals were seen next most frequently. The majority of both the Vietnamese and Australian groups found both sets of mental health professionals very or somewhat helpful. Both groups had a mean of 11 consultations with a GP for any reason in the past year, and similar numbers (n = 6) in each group had consulted a GP for mental health problems.
For Vietnamese patients, the persons perceived as providing the most time helping with mental health problems were distributed across GPs, psychiatrists, family and friends, with nurses/case managers/other mental health professionals most frequently nominated (36.8%), compared with three-quarters of Australian patients.
Differences between groups did not reach significance on any MHS provision variable. Table 5 shows that significantly more Vietnamese than Australian respondents lived with family members. Conversely, a similar number from each group (n = 8) lived alone. Vietnamese patients were somewhat less likely than the Australians to have at least weekly contact with family members in the past year. Two-thirds of both groups had had weekly contact with friends. Nevertheless, 68.8% of Vietnamese and 73.3% of Australian respondents acknowledged feeling lonely and socially isolated. Experiences of stigma or discrimination were reported by 23.5% of Vietnamese and 53.3% of Australians. Spirituality or religion was important or very important to more Vietnamese (84.2%) than Australian participants (53.3%). Threequarters of the Vietnamese and half of the Australian respondents stated they were delighted, pleased or mostly satisfied with their lives as a whole in the past year.
Social connection and functioning
Based on responses to questions about work, role functioning and social life, interviewers rated patients' functioning on the PSP and MSIF global scales (Table 5) . Significantly more Vietnamese patients were rated as showing an absence of or only mild disability in personal and social performance than Australian patients. In addition, Vietnamese patients' independent functioning was significantly more likely to be rated as normal to very mildly disabled on the MSIF. Table 6 shows that support from NGOs -such as case management, mental health support programs and information about mental illness and recovery -was received by two-thirds of Vietnamese and half of Australian patients. More than 80% of all respondents receiving NGO support had a NGO case manager. The Vietnamese attended a significantly greater mean number of NGO program types than the Australians, but the mean number of weeks NGO programs were attended did not differ significantly between groups. The five most popular NGO programs, attended by 7-9 (63.6%-81.8%) of the Vietnamese NGO clients included (in descending order): independent daily living skills, healthy living skills and fitness, time management, creative activities and stress and anxiety management. These, and other programs, were attended by only 1-3 (12.5%-37.5%) of Australian NGO clients.
Community rehabilitation
Future challenges
Of the top three challenges expected in the next 12 months, loneliness or social isolation was most frequently mentioned by both the Vietnamese and Australian groups (63.2% and 40%, respectively, Table 7 ). This was followed by concern about uncontrolled mental illness symptoms, mentioned by significantly more Vietnamese (52.6%) than Australian (13.3%) respondents. Stigma or discrimination was expected to be a challenge by half of the Vietnamese and one-quarter of the Australian group. Challenges relating to physical health were ranked next, followed by concerns about the lack of family members or other carers.
Discussion
Because LEP patients have been excluded from previous national surveys of psychosis (Jablensky et al., 2000; Morgan et al., 2012) , the SHIP-CaLD study aimed to compare the economic and social functioning of LEP Vietnamese and Australian patients with a psychotic disorder. Although 17 of the 19 Vietnamese respondents who agreed to be interviewed had lived in Australia for between 12 and 39 years, and arrived aged between 2 and 41 years, they, and the two born in Australia, were deemed insufficiently proficient in English to participate in the original SHIP interview.
Compared to Australian participants, the Vietnamese had a significantly lower level of education, with 74% leaving school before completing secondary school. This may be due to an education disrupted by war and the refugee journey that Vietnamese refugees experienced (Krupinski & Burrows, 1986) . However, in a community survey of 1,161 Vietnamese-Australian refugees, 54% had completed secondary school (Steel, Silove, Phan, & Bauman, 2002 ), compared to 28.6% of the SHIP-CaLD Vietnamese group, suggesting a possible influence of the disorder on educational achievement. Employment can contribute to recovery, providing selfesteem, social contact and income (Dutt & Webber, 2010) , but only one-third or fewer of both the Vietnamese and Australians had been in paid employment in the past year. Consequently, the main source of income for the majority of both groups was a government pension. Comparably small numbers in both groups (n = 6) were rated as being capable of meeting any work role expectations.
Culturally influenced explanatory models of illness may influence treatment choice and pathways to MHSs (Steel et al., 2006) ; however, Vietnamese respondents predominantly attributed their mental illness to natural causes such as anxiety or depression, unemployment and relationship stresses, explanations perhaps learnt from MHS and NGO psychoeducation programs (Nguyen, 2005) . Nevertheless, at least half of the Vietnamese participants also attributed their disorder to supernatural causes, or viewed it as punishment, possibly for ancestral misdeeds (Nguyen, 2003) . Vietnamese respondents' lower level of education may partially explain these multiple explanatory models: Vietnamese 'beliefs regarding the causes of mental disorders hover between the natural and the supernatural' (Nguyen, 2003, p. 28) , with the less educated more likely to hold supernatural beliefs.
Despite their explanatory models, no Vietnamese respondent had first sought help from a traditional healer. This may be seen as consistent with the very small numbers of Mekong Delta Vietnamese and Australian Vietnamese who consulted a traditional healer for common mental disorders (Steel et al., 2009 ) but contrasts with the 25% of patients with psychosis in Singapore who had first sought traditional treatment (Chong et al., 2005) . Lack of consultation with traditional healers by the SHIPCaLD Vietnamese participants is unlikely to be due to lack of availability of such healers, as a Sydney study of 158 Vietnamese-speaking caregivers of family members with a mental disorder, found that naturalist doctors and herbalists, spiritual and folk healers and witchcraft doctors had been consulted about the mental disorder by up to 50% of the caregivers (Phan, 2000) .
One-third of the SHIP-CaLD Vietnamese had first approached family members or friends, which is typical of help-seeking in traditional Vietnamese culture, where the family is seen as a first resource and outside help is avoided for fear of stigma (Nguyen & Anderson, 2005) . However, only one-quarter of Vietnamese respondents acknowledged experiencing stigma, and the majority took a fairly direct path to MHSs, first consulting GPs, MHSs or mental health professionals. A flaw in pathways studies is that the majority are retrospective studies of patients who have reached MHSs (Singh & Grange, 2006) . The current study may be biased as it did not include LEP Vietnamese people with a mental illness who did not reach MHSs, perhaps seeking treatment instead from traditional healers who are more likely to speak their language (Le Meyer et al., 2009) . However, the severity of psychotic disorders is generally thought to result in help-seeking from MHSs (Nguyen & Anderson, 2005; Okazaki, 2000) .
Vietnamese and Australian participants showed no significant differences in MHS utilization. The majority attended a public community MHS, had a case manager with that service, found that the mental health professionals were helpful and were equally likely to consult GPs for mental health and other problems. Contrary to earlier findings that CaLD patients were more likely to be admitted involuntarily (McDonald & Steel, 1997; Stolk et al., 2008) , Vietnamese and Australian respondents did not differ significantly in involuntary admissions (or CTOs), with small numbers in each group experiencing such admissions.
Significant differences were found between the Vietnamese and Australians in their social contact and functioning. Although two-thirds or more of both groups had never been married, significantly more of the Vietnamese lived with family members. This is consistent with collectivist values of continuing care of ill relatives, and with other findings that Asian, and particularly LEP patients, were more likely to be living with their families than ethnic majority patients (Snowden, 2007; Stolk et al., 2008) . Family members may facilitate recovery by providing emotional, financial and practical support (Schon et al., 2009 ). This may explain why significantly fewer Vietnamese participants were likely to report experiencing financial difficulties in the past year.
However, up to half of both groups lived alone, and although the majority reported having at least weekly contact with family and friends, only one-quarter of each group reported they had plenty of friends and were not lonely. Difficulties with interpersonal relationships for people with psychotic disorders may be inferred from the finding that only one individual in each group was married (Isaac et al., 2007) .
Religion or spirituality provided an important source of comfort, and possibly social contact, for significantly more Vietnamese than Australian respondents. Ethnic minority groups may place greater emphasis on spirituality in recovery approaches and on participation in a faith community (Leamy et al., 2011) . The Vietnamese group tended to be more satisfied with life as a whole, and this seems to accord with significantly better ratings on the PSP and MSIF.
An important factor contributing to these ratings may have been participation in community rehabilitation programs. Vietnamese participants attended significantly more NGO programs. The authors are aware that bilingual Vietnamese staff conduct NGO programs in the SVMH catchment area that are likely to be culturally and linguistically appropriate for LEP Vietnamese participants. NGO activities may enhance self-esteem and interpersonal relationships (Nguyen, 2005; Schon et al., 2009) .
For both the Vietnamese and Australian participants in the current study, the most important challenge foreseen in the next 12 months by was social isolation, consistent with the proportion who reported experiencing loneliness. Significantly more Vietnamese expressed concern about uncontrolled symptoms of mental illness in the future.
Strength and limitations
It is a strength of the current study that it has shed light on the functioning of a potentially vulnerable patient group previously excluded from investigation due to the language barrier, no previous studies appear to have reported on patients with LEP diagnosed with a psychotic disorder. However, the study's greatest limitation is the small sample of LEP Vietnamese available for interview, which precludes generalization of findings to other LEP groups, and limits statistical power. Gender differences were not examined because of the small numbers. Due to limited resources, the DIP could not be translated into Vietnamese, and was not administered, while the SHIP Interview Schedule was sight-translated by a bilingual mental health professional. It was not possible to control for factors additional to age and gender, such as psychosis severity, or physical health, in part because the DIP was not administered, and in part because control for other variables resulted in insufficient numbers in the matched sample. In the absence of DIP data, the course of the disorder for Vietnamese participants could not be determined. Without specific diagnostic classifications, it is possible that differences in functioning were due to differences in the nature or severity of the psychotic disorder. Respondent refusal may have biased results to those with better functioning. However, both groups were similar in profile and represented patients attending a public MHS. The possible effects of pre-migration trauma that have been shown to increase the risk of mental illness in Vietnamese refugees (Steel et al., 2002) were not examined.
Conclusion
The most noteworthy SHIP-CaLD finding is that the Vietnamese participants, although not proficient in English, showed economic and social functioning comparable to, and in some cases better than the matched Australian group. While the Vietnamese had a significantly lower level of education, there were few significant differences between the two groups. The exceptions were significant differences or trends, favoring the Vietnamese, in living arrangements, the importance of spirituality or religion, participation in NGO programs, and ratings of social and independent living. These differences appear to create a coherent picture of Vietnamese family and social support networks that facilitate LEP Vietnamese patients' functioning and may be contributing to recovery. Although half of Vietnamese respondents held explanatory models of mental illness that included supernatural influences, none reported seeking traditional treatments. Future studies may wish to compare the functioning of Vietnamese patients who are and are not English proficient to examine the relative contribution of English proficiency to functioning within the Vietnamese patient group.
To determine whether the present findings generalize to other LEP communities it is important to provide resources to future surveys of psychosis to enable LEP patients of diverse language backgrounds to be included. This would allow a more comprehensive investigation into clinical and social recovery in LEP patients and the contribution of language communities' support networks.
